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ABSTRACT 



Recognizing that school-based health centers are one of the 
most promising recent innovations to address the health and related needs of 
adolescents, this report provides information on these centers as a strategy 
to improve the access of adolescents to primary care. The report is intended 
to assist state and local Maternal and Child Health (MCH) policy makers, 
state and local health department personnel, administrators, and program 
managers in assessing the ability of school health centers (SHCs) to meet the 
primary care needs of adolescents. The development of SHCs is outlined and 
the defining elements of primary care are defined. Starfield's model of 
primary care is used as a conceptual framework to assess the strengths and 
weakness of SHCs as primary care sites for adolescents. Research findings on 
SHCs are summarized in a table delineating potential strengths and weaknesses 
with respect to the seven defining attributes of primary care: (1) first 

contact; (2) continuous; (3) comprehensive; (4) coordinated; (5) 
community- oriented; (6) family- centered; and (7) culturally- competent . 
Findings indicate that SHCs have many strengths, including elimination of 
access barriers; provision of a variety of services to meet adolescents' 
physical, mental, and social needs; successful coordination with managed care 
organizations; and use of creative ways to involve families. Weaknesses 
include restriction of operation time; high turnover; lack of evaluation 
research; and difficulties in coordinating care with other community 
providers. (Contains 49 references.) (KDFB) 



Reproductions supplied by EDRS are the best that can be made 
from the original document. 
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research BRIEF 



Improving Access to Primary Care for 
Adolescents: School Health Centers as a 
Service Delivery Strategy 



ISSUE SUMMARY 

In 1991, the Office of Technology Assessment^ con- 
cluded that school-based health centers are “the most 
promising recent innovation to address the health and 
related needs of adolescents.” Numerous researchers and 
government studies report that these centers increase 
" adolescents' access to health services.^-^’^-^® Although the 
past two decades have seen a rapid growth in school 
health centers, with a reported total number of 623 sites 
nationally in Fall 1994/ these centers' still are not imple- 
mented extensively in the United States. Data from the 
Center for Population Options^ reveals that 418 school- 
based health centers operated during the 1991-1992 school 
year; of these, 330 were in high schools providing services 
* to 270,000 students, approximately 2% of the estimated 
13.2 million U.S. students enrolled in grades 9-12 during 
the same year'*.® However, recent national health care 
reform proposals, including legislation proposed by 
President Clinton and Senator Kennedy, support an 
expanded role for school health centers as an integral part 
of an improved health care system of services for children 
and adolescents.®'^® Additional funding for such centers is 
becoming available, for example, front the Bureau of 
' Primary Health Care and the Maternal Child Health 
Bureau of the Health Resources and Services 
Administration, even prior to enactment of health care 
reform legislation. 

- School-based health tenters (SBHCs), by definition, 
are located in schools or on school grounds. School-linked 
health centers (SLHCs) are located near the school and 
have a formal relationship with the school. -Effective 
SLHCs often co-locate health , center staff at the school at 
specified times each week. School health centers (SHCs) 
include both SBHCs arid SLHCs^. Most often, SHCs serve 
only the children and adolescents enrolled in school, but 
some also aim to serve family members, students from 
otiier schools, or the community in general. * 



llie early designs for SHCs were essentially pediatric 
(medical) models of care which utilized nurse practition- 
ers as clinic leaders and in expanded clinical roles." 
Traditionally, school health services have focused on 
healtJi screening, referral, and health education/counsel- 
ing. SHCs provide these, as well as medical diagnosis and 
treatment services. Most SHCs strive to provide compre- 
I uij) hensive primary care health services. In recent years, the 
SHC model has evolved to encompass an even broader 
range of medical services, particularly mental health care, 
and to create linkages with commiiriity-based organiza^ 
tions also serving adolescents who are in schools. 
Despite this expanded mission, primary care medical ser- 
vices are likely to remain an essential component of SHCs. 
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' . Considerable diversity exists around the country in the 
range of services provided in SHCs, and in the staffing 
and organization of these centers. To promote the contin- 
ued development of SHCs, it is useful to provide criteria to 
guide the processes of planning, implementing, expand- 
ing, and measuring the impact of services provided. Prior 
attempts to evaluate SHCs often have focused on health 
outcomes, such as teen pregnancy, and health behaviors 
of adolescents enrolled in the centers. More recent evalua- 
tion efforts have assessed the degree tp which school 
health centers provide comprehensive or “essential” ser- 
rices. ^ . 

The purpose of this Policy Research Brief is to assist 
MCH policy makers, state and local health department 
personnel, administrators, and program managers in 
assessing the ability of SHCs to meet the primary care 
needs of adolescents. If SHCs are_to become an important 
part of the primary care system, they should be judged by 
the same standards as other primary care systems. 
Evaluating the ability of SHCs to provide quality primary 
health'care s.ervices to their target population is essential. 
The Maternal and Child Health Bureau defines primary 
care as follows:" ' . 

Primary care for children and. adolescents can be 
defined as personal health care delivered in the con- 
text of family, culture and community whose' range of 
services. meets all . but the most uncommon health 
needs of the individuals and farriilies being served. In 
addition, primary care is the integration of services 
that promote and preserve health; prevent disease, 
injury and dysfunction; and provide a regular source of 
care for acute and chronic illnesses and disabilities. 
Primary care serves as the usual eritry point into the 
larger health services system and takes responsibility 
for assuring the coordination of health services with 
other human services. The primary. care provider 
incorporates community needs, risks,' strengths, 
resources, and cultures into clinical practice. The pri- 
mary care provider shares with the family an ongoing 
. responsibility for health care. . • ’ ^ 

This Policy Research Brief uses Starfield’s model of pri- 
mary care as a conceptual framework to begin to assess the 
strengths and weaknesses of SHCs as primary care sites 
^ for adolescents. Research findings on . SHCs are summa- 
rized with respect to the seyen defining attributes of prima- 
ry care: first contact, continuous, comprehensive, 
coordinated, commuhity-piiented, family-centered, 
and culturalfy-competent care^ 
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Th is MCH policy research brief is d joihiSrpjed 
of the Child and Adolescent Health Pplicy Center 
( CAHPC) ,and th e Center for Adolescent Health 
Promotion and Disease Prevention (C/^Pf^^ 
two Centers within the Department of Maternal 
and Child Health, The Johns Hopkins . University 
School of Hygiene and Public Healih^iTh^ 
CAHPC was established in 1991 by the fede^ 
Maternal and Child Health ' Bureau To' 
new challenges found in amendments 
' of the Social Security Act . (M CH Servic^Mp% 
'Grant) enacted in the OmnibuT-Bud^^ 
Reconciliation Act (0 BRA) of 1989^ 

I purpose of the CAHPC is to_ draw upp^^ 

I science base of the .university setting to^^Up 
identify and solve key MCH policy issu^ regar^^^ 
ing the development and implemeniati6n?oj 
comprehensive, community-based systejnT^^ 
health care services for children and adol^Tentsl* 
Projects are conducted to. provide informjit^^ 

I and analytical tools useful to both tlie'^^ddral 
j MCH Bureau and the State Title VjProgra^ 

. I as they seek to meet the'spirit, Intent 

of the Title -V legislation and the chatleng^ 

I addressing the uniqite needs. df MCHjpo^ufai 
Hons and. programs in health Care Tifor^^ 
The Center for Adolescent^Health PfpiH^ 
and Disease Prevention (CAHP) is otie^l^ 
prevention research centers funded by We J^en^^ 
for Disedse Control and Prevention. Ceiite^fdr. 
Disease Control and Prevention, )^dtiondl 
Centers for Chronic Disease Preveniidn^p^^^^^ 
Health PrbmotionyThe mission of thf cA!kP-:is 
■ to undertake research that focuses o.n iiieyiep^^^ 
opment and evaluation of programs and. 00es 
that promote health and prevent disedse "among 
adolescents, particularly urban and rural youth/ 



^Although there is growing interest in implementing school 
health centers for elementary school age children, the vast 
, majority of operating Centers serve adolescents. Most 
research on School health centers to date, and hence this . 
brief, therefore focuses on the adolescent population. 




Most national research studies, with the notable exception of 
those by Advocates for Youth, focus on school-based health 
centers alone, as opposed to school-linked health centers. 

The term “school health centers'* was chosen for this policy 
research brief because, when possible, data^pn both school- 
based and school-linked health centers are included. 




^ These defining features of primary care tvere first described 
by Barbara Starfield^ and later endorsed by the Maternal 
and Child Health Bureau, Department of Health and 
Human Services, Health and Human Resources 
Administration, Public Health Service^* in its definition of 
“primary ca re for ch ildren a nd adolescen ts. ** 



Defining Elements of Primary Care^^ 

First Contact Care is the' usual entry point into the expjanded 
health care system. The primary care provider is responsible for 
guiding the client to the most appropriate source of care. Within 
the system, the provider is contacted for all non-referred health 
care needs so that an informed judgement is made and guidance 
. is ^ven regarding the rnost appropriate source of care.' 

Continuous Care refers to the longitudinal' use of a regular 
source of care over time, regardless of the presence or absence 
of disease or injury. It^ involves a patient:provider relationship 
based bn established trust and knowledge of the patient and his 
or her family. Within the system, a "health care home" is estab-. 
lished for each child and adolescent This home is the repository 
of a unified record of all health care that is provided. 

Comprehensive Care pro^ddes a continuum of essential per- 
sonal health services that promote and preserve health, prevent 
disease, injury and dysfunction, as well as provide care for acute 
and chronic illnesses and disabilities. Primary care is inclusive of 
the many dimensions of health bjsyond physical components, 
including the social, environmental, spiritual, developmental and 
intellectual aspects of health. It directly provides services needed 
by a substantial proportion of the population and arranges refer- 
ral for services to meet needs that are relatively uncommon or. 
rare in that population. ; ' 

Coordinated Care is the linking of health care events and ser- 
vices. It requires the establishment of mechanisms to transfer 
information and the incorporation of that information into the 
plan of health care. Primary cafe has the responsibility and oblig- 
ation to transfer information to and receive it from other 
. resources that may be involved in the care of children and adoles- 
cents; and, to lead in the development and implementation of an 
appropriate plan for management and prevention. Coordination 
ensures that the more narrowly focused perspectives of special- 
ists are combined into a holistic yiew. 

Commiinity-Oriented Care takes into account the needs of a 
defined population. Delivery of primary care services is based on 
an understanding of community needs anii the integration of a 
population perspective into clinical practice. Primary care 
providers are responsible for supporting public health roles and 
activities through epidemiologic awareness and reporting of spe- 
cific health problems identified in the course of delivering person- 
al health care services. Primary care providers contribute to and 
participate in corhmunity diagnosis, health surveillance, monitor- 
ing and evaluation conducted as a routine function of public 
health agencies. Community-oriented care assures that the views 
of community members are incorporated into decisions involving 
policies, priorities and plans related to the delivery of primary, 
care. ' ' - , . . 

Family-Centered Care recognizes that the family is the major 
participant in the assessment ahd treatment of a child or adoles- 
cent As such, families have the right and responsibility to partici- 
pate individually and collectively in determining and satisfying 
the health care needs of their children and, in most instances, 
adolescents. Being family-centered means that policies regarding 
access, availability, and flexibility take into consideration the vari- 
ous structures and functions of families in the community being 
served. Finally, it means that primary care needs to understand 
the nature, role, and impact of a child's health, illness, disability, or 
injury in terms of the family's structure, function and dynamics. 

Culturally Competent Care incorporates cultural differences 
into the provision of health care. Services should be acceptable to 
all of the groups of people in the community who may be distin- 
guished by common values, language, world view, heritage, insti- 
tutions or beliefs about health and disease. -A mechanism should 
be in place to -represent the. views of these groups and-incoipo- 
rate them into decisions involving policies, priorities and plans ' 
related to the delivery of services. - . 
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This assessment of the potential strengths and wea^es^s of 
school health centers indicates that these facilities can play ari 
' increasingly vital role in the delivery of primary care to adoles-" 
cents. SHCs have been shown to reduce many of the access b^ri- 
. ers to health care faced by adolescents in general, and especially 
by medically underserved and low-income adolescents. SHCs ’ 
provide a variety of services to adolescents, aiming to meet multi- 
pie physical, mental, and social needs. In addition, as administra- 
■ tors and staff of SHCs work to develop new programmatic 
responses to the changing health care environment, some are 
developing mechanisms, such as data management systeinsf to' 
improve coordination with other community primary cafe 
providers. SHCs, through various planning, governance; and pro-- 
grammatic initiatives; also have evolved into unique community- 
based' service providers. However, as evidenced in this Brief,: 
. SHCs are limited in their ability to function as health care. homes’ 
to adolescents, due to limited operating hours, staff turnover, and.^ 
problems coordinating care with other community providers. ■ . 



A primary care perspective provides only one framewprk to 
• examine SHCs. Because SHCs have diverse functions - as focal 
points for expanded health activities in schools, as multi-$.ervice. 
centers incorporating social services, education, delinquency pre- 
vention, etc., and as parts of targeted health promotion interven- 
tions - it is possible to utilize other frameworks to analyze their 
effects on health, social, educational, and economic outeqmes.- 
Moreover, aiTurgent need remains to review both the'niodels fpr 
providing school-based health services and the research designs 
that can be used to evaluate them. Evaluation data, which might' 
present a case for the effectiveness of these centers, are limit-. 

Also, as evidenced by the sources used in the analysis table 
of attributes, there are few examples of published national or 
largersample surveys. Consequently, researchers have had^diffi: 
culties trying to uncover the effects of SHCs. Moreover, it is hot 
•clear what outcomes should be expected from these centers.^ 
Although reductions in school absenteeism, alcohol corisump-, 
tion, smoking, sexual activity, and pregnancy have been found iii." 
some schools with SHCs, these findings have riot bpen consistent .. 
or well researched.^ ' . . , j : - * 

Prior evaluation research also has suffered from a variety ^ ■ 
methodological limitation These include lack of baseline ,, 
data, lack of comparison groups, failure to consider self-.^lectioh 
in enrollment and use of health centers, substitution of the SHC 
for community-based providers (so that there may be a net 
decrease or no change in available resources in the community), 
inadequate sample size, failure to consider the prevalent of • 
existing conditions or problem behaviors, inadequate conceptual ■ 
frameworks, and poor fit between intervention intent ^d out-- 
come measures., Quasi-experimental, time-series desi^s may;^ 
have serious limitations given small effect sizes, low to moderate . 
prevalence, and rapid turnover in the student body. Future evalu- 
ation. efforts should consider longitudinal cohort designs 
(although these may suffer from rapid turnover as well) ^d ran- : 
domized designs where possible and appropriate. - V. 

In conclusion, it should be noted that primary. health care .♦ 
facilities rarely are independently able to serve the diverse health . 
care needs^of adolescents. Therefore, the success of scnool-^ 
health centers will rely ultimately on their ability to estabhsh a. 
unique and sustainable niche within the larger health care deli>^ 
ery system. Communities that have successfully implemented y 
school health centers 'are often those which have demoiistr^ed 
the ability to maximize a stable mix of support from both public 
,and private sources, ranging from state and federal grants, fou^-< 
dation support, and reimbursement from private insur^ce an 
Medicaid. With the emergence of managed pare networks,. espe- ,_ 
. dally among those serving Medicaid populations; it is 



/ly important that policy makers facilitate productive relationships 
^between school health centers and the financiers of health care.- 

i ' • . • . . ■ - ■ , . ■ 

^ Debates about state and national health reform have generated 
'increased public scrutiny about the accessibility and quality of health 
|care services, and like the other players in the delivery system, school 
ihealth centers should be. evaluated according to objective criteria. 



iiThese efforts will require a sizable commitment of resources to sup- 



Jport the development of data collection, or management information 



|sy stems, to guide policy makers and program planners. These data 



j^should specifically describe the needs and characteristics of the ado- 
lescents and their families, including measures of health status and 
(health outcomes; service utilization; reirribursement methods; and 
/indicators to describe the extent to which school health centers fulfill 






the attributes of primary care. The following policy and research ques: 



|tionS represent only a small sample of those that may be useful in fur- ' 



| ther evaluating the potentials of school health centers as key compo- 






?:hents of a primary health care system. - 

I^First Contoct Care 

“ Does the availability of a SHC enhance adolescents’ entry into the 



. health care system? - 



• Does the utilization of SHCs reduce hospitalization and the use of 
emergency rooms by adolescents? ' ' 



!• Do SHCs improve access to health care for adolescents with specific 
health problems? , ' 

^Continuous Care 

{• What policies can be enacted to enhance the ability of SHCs to fimc- 
tion appropriately as “health, care homes”? 

I • How does the continuity of care provided in SHCs compare with that 
I provided in other settings? What effect does this have on health oui- 
i comes?. . 



r. Comprehensive Caret • 

(, • , What SHC services are considered “essential” by adolescents, their 
t' ■ families, and health care providers? • • < . 

j • To what extent do SHCs provide those essential services? 

; • Do comprehensive or togeted SHC programs have a greater impact 
t on specific health outcomes? • ' * , 

; Coordinated Care ^ , 

What federal, state or local incentives vrill promote coordination 
between SHC and community-based and managed care organiza- 

s. . tioris? , ' - . ■ * ■ . - 

• Which financial and/or organization models of SHC will best facili- 

4 . tate coordinated care? / 

j What services are better provided on-site in SHC and which are bet- 
ter provided by. referral? •/ ' 

[ Community-Oriented Care 

• • How and to what extent do SHCs involve the community in its plan-^ 
ning efforts? . - . 

^ Family-Centered Care 

• How caaSHCs best foster appropriate family involvement in the 
' health care of their adolescents? 

Culturally Competent Care 

^ • How do SHCs compare with other parts of the health care delivery.. 

, system in their ability to provide culturally-competent care? 









Contrihiting rhearch' brief Sanfelli, MD. 
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